Objective: To examine disparities in the receipt of preventive care recommended by the American Diabetes Association (ADA) between Appalachian and non-Appalachian counties and within Appalachian counties.
INTRODUCTION
Diabetes currently affects over 9% of US adults and 26% of the elderly population aged 65 years or older. 1 The economic costs of diabetes are huge. Thirteen per cent of total national healthcare expenditures 2 and over 30% of Medicare expenditures are currently spent on persons with diabetes. 3 Diabetes increases the risk of developing macro-and microvascular complications, which lead to substantial disease and economic burden. [4] [5] [6] [7] In particular, the elderly are disproportionately affected by diabetic complications. Prevention of these complications is an important concern for the Centers for Medicare and Medicaid Services (CMS) since treatment for these complications account for a large proportion of diabetes-related medical expenditures. [8] [9] [10] [11] According to a study by the American Diabetes Association (ADA), only about 14% of all healthcare expenditures attributed to diabetes were spent to treat diabetes itself and the remaining 86% were spent to treat diabetic complications. 2 A simulation study by Zhuo et al 10 attributed 48-64% of the lifetime medical costs of diabetes to diabetic complications, which may underestimate the true costs when considering that costs for foot ulceration and amputations were not included in Zhuo's estimates.
It has been shown that the incidence and progression of diabetic complications 12 and their associated costs can be reduced by preventive care. 13 14 For this reason, the ADA recommends annual preventive care,
Key messages
▸ Significant disparities by county economic level existed in the uptake of preventive care services that require visits to health professionals in the Appalachian region. ▸ However, the least affluent counties were not different from or often exceeded the most affluent counties in terms of self-care practices such as daily blood glucose check or daily foot check. ▸ After demographic, economic, and access-tocare factors were adjusted, disparities disappeared in all recommended care except for the uptake of annual foot exams.
including at least two A1c tests, a foot examination, an eye examination and cholesterol tests. 12 Preventive care is also a priority in the national health policy; Healthy People 2020 includes increased use of preventive services for persons with diabetes as its objectives (D4-D14). A recent study showed that use of these services had been increasing steadily in [2001] [2002] [2003] [2004] [2005] [2006] [2007] [2008] [2009] [2010] . 15 Despite these encouraging trends, there is a concern that the uptake of diabetes preventive care is suboptimal, especially in underserved populations and rural areas. [16] [17] [18] Health disparities within the Appalachian region are a significant public health concern. [19] [20] [21] [22] For example, this region is known to have disproportionately high rates of diabetes and other chronic diseases. 20 23 Almost 80% of the less affluent counties in the region were recently identified as part of the 'diabetes belt', 24 defined as having diabetes prevalence ≥11% compared to 9% in the rest of the country. With poor access to care, high poverty rates and poor education, less affluent counties in the region may be at a higher risk of not receiving care consistent with the ADA recommendations. A better understanding of health disparities in the Appalachian region with respect to diabetes can provide insights into more effective management of diabetes and prevention of diabetic complications for residents in this region.
Our objective in this study was to examine whether there are disparities in the uptake of diabetes preventive care between the Appalachian region and the rest of the country and, within the Appalachian region, between county economic levels designated by the Appalachian Regional Commission for economic and health planning.
RESEARCH DESIGN AND METHODS
Data sources and study sample The Behavioral Risk Factor Surveillance System (BRFSS) is an annual random-digit dialing telephone survey of U. S. adults about their health-related risk behaviours, chronic conditions and preventive care usage. We used BRFSS data for 2008-2010, the latest 3 years when the 'Diabetes' module was administered to all states, to identify all respondents who answered 'Yes' to the question 'Have you ever been told by a doctor that you have diabetes?' Respondents who were not sure, or who refused to answer this question, were excluded from analysis (<0.1% of all respondents). Respondents with missing age or education (0.8% and 0.3% of respondents with diabetes, respectively) were too few to be meaningfully analysed in a separate 'missing' category and were excluded. We further excluded respondents who did not report county of residence because it is the key variable to determine the county economic level.
ADA guideline-recommended preventive services
We obtained all measures from the BRFSS surveys that were consistent with the ADA standards of medical care. 12 They included a minimum of two A1c tests in the past 12 months, daily blood glucose self-test, annual foot examinations, daily foot self-check, annual eye examinations, diabetes self-management education, annual influenza vaccination and pneumococcal vaccination. These are the same nine preventive care practices tracked by the Centers for Disease Control and Prevention (CDC). 25 For all of these practices other than A1c tests, respondents with 'Don't Know/Not Sure' answers were excluded from the analysis. For A1c tests, we coded 'Never heard of A1c test' and 'Don't know/Not sure' answers as evidence of not receiving care consistent with ADA guidelines, because over 12% of all persons with diabetes responded with either of these answers and their distribution across the county economic levels was not even, suggesting that health literacy might have affected responses. The parameterisation of these measures using BRFSS survey questions is summarised in online supplementary table A1. All preventive practices were included in the BRFSS in all 3 years, except for annual influenza vaccination that was asked only in 2010.
County economic status
The Appalachian Regional Commission (ARC), a federal agency composed of the governors of the 13 Appalachian states and a federal co-chair appointed by the President, publishes the county economic level to identify and monitor the economic status of Appalachian counties. Each county in the Appalachian region is classified into one of the five economic levels, based on its position in the national ranking in three economic indicators, including 3-year unemployment rate, per capita market income and poverty rate. Distressed counties rank in the lowest 10%, at-risk counties in the lowest 10-25%, transitional counties in the 25-75%, competitive counties in the 75-90% and attainment counties in the top 10%. We used the classification for 2013 because it best reflects the economic status of this region for the study period. 26 Because there were only three attainment counties sampled in the BRFSS during the study period, we decided to combine them with competitive counties and designate them as competitive counties in this study. Residents living outside the Appalachian region were placed into the fifth category (non-Appalachian).
Covariates
All covariates that can potentially affect patients' receipt of guideline recommended services were grouped into demographic, socioeconomic, health and access-to-care factors. Demographic factors included age, sex, race/ ethnicity and marital status. Marital status indicates whether the patient lives with someone who can provide support for diabetes care.
For socioeconomic factors, we included annual household income, education and employment status.
Health factors included body mass index, smoking, exercise, disability, previous heart attack or stroke, coronary heart disease and diabetes severity indicated by current insulin use and diabetes duration. Diabetes duration was computed based on age at diabetes diagnosis and age at the survey. Exercise indicates whether a person was engaged in any physical activities or exercises in the past 30 days. Disability indicates whether a person had any activity limitations due to physical, mental or emotional problems.
Finally, access-to-care factors included whether the respondent had health insurance, whether the respondent had a personal doctor, whether the respondent perceives cost as a barrier to medical care and whether the respondent had a routine medical check-up in the past 1 year. From the 2014 Area Health Resources File, we also obtained indicators of availability of medical services in county, including the number of medical doctors, podiatrists, ophthalmologists and optometrists, the number of federally qualified health centres and the health professional shortage area designation.
Statistical analysis
To account for the complex sampling design, we conducted all statistical analyses using Survey suite of programs in Stata SE V.14. We used appropriate subpopulation methods to correctly calculate SEs of the estimates for exclusions as well as stratified analyses. 27 Absolute rates were compared across county groups using weighted Pearson χ 2 tests in bivariate analyses. Relative differences were computed using multivariable logistic regression with the competitive counties as the reference group. We estimated a series of regression models to determine how each group of covariates affects disparities across county economic levels in preventive care practices. For example, 'gross' relative differences were estimated using unadjusted models and we added demographic factors, socioeconomic factors, individual health factors and access-to-care factors to the unadjusted model one group at a time. We used the competitive Appalachian counties as the reference group, because they were the most affluent counties and our bivariate analyses showed that they generally had the highest receipt of guideline-recommended practices.
Because Medicare provided coverage for diabetesrelated preventive services since 2005, 28 financial incentives for patients to use these services may be different by Medicare eligibility. We performed stratified analyses of disparities by county economic levels for persons with ages ≥65 and those <65 years.
RESULTS
After exclusion, of about 1.3 million respondents to the 2008-2010 BRFSS surveys, we found that 138 832 respondents had diabetes, which represented 9.0% of the US adults aged ≥18 years. There were significant differences between county economic levels in all respondent characteristics we considered in this study (table 1) . Striking disparities are found in socioeconomic status and access to care factors. While 42% in distressed counties had annual household income <$20,000, only 18% did so in competitive counties. In educational attainment, 30% of patients in distressed counties did not complete high school compared to only 9% in competitive counties. In distressed counties, 24% perceived cost as a barrier to medical care compared to 11% in competitive counties. Of respondents with diabetes in distressed counties, 57% and 76% resided in counties without any physicians and any podiatrists in their county, respectively, compared to 6.4% and 2.9% of those in competitive counties. Table 2 presents weighted percentages of respondents who received services consistent with ADA recommendations for diabetes-related preventive care. Nationally, adherence to recommended services was the best for annual doctor visits at 88.0% of all respondents with diabetes and poorest for pneumococcal vaccination at 53.7%. Appalachian counties as a whole were similar to non-Appalachian counties in all nine recommendations with the absolute differences ≤3% for all but daily foot check in which Appalachian counties showed better uptake than non-Appalachian counties ( p<0.001).
Disparities were more pronounced within Appalachia. Compared to competitive counties, distressed counties showed significantly lower uptake in annual foot examination (68.0% vs 77.8%), annual eye examination (59.6% vs 73.7%) and self-management education (46.0% vs 54.6%) ( p<0.001, all comparisons). On the other hand, distressed counties exceeded competitive counties in self-care practices such as daily blood glucose self-test (71.2% vs 63.9%) and daily foot check (72.5% vs 69.7%). Similarly, at-risk counties also showed better receipt of preventive care recommendations than competitive counties in daily blood glucose self-test (64.2% vs 63.9%) and daily foot check (76.4% vs 69.7%). Table 3 presents unadjusted and adjusted ORs of uptake consistent with nine guideline recommendations for each county economic level using competitive counties as the reference group. In unadjusted analyses, patients in distressed counties were almost 40% more likely to perform daily blood glucose check (OR=1.40; 95% CI 1.10 to 1.78) and those in at-risk counties were 41% more likely to perform daily foot check (OR=1.41; 95% CI, 1.11 to 1.79) compared to patients in competitive counties. Non-Appalachian counties were not different from competitive counties.
Significant disparities were also found in adherence to recommendations that require visits to health professionals such as A1c tests, foot and eye examinations. Most notably, patients in distressed and at-risk counties were 40-50% lower in the uptake of annual foot and eye examinations and about 30% lower in the uptake of diabetes self-management education and pneumococcal vaccination. When demographic factors such as age, Table 4 presents estimates for all covariates used in fully adjusted models for A1c test, foot examination and eye examination. We found that household income was significantly associated with annual receipt of eye examinations but not with A1c tests or foot examinations, while education was associated with foot and eye examinations. Neither was associated with annual uptake of two or more A1c tests. Access to care factors that were significantly associated with the uptake of these three services included health insurance, personal doctor, cost barrier and routine check-up in the past 12 months. Notably, respondents who had a routine check-up in the past 12 months also had 80-140% higher likelihood of meeting these recommendations than those who did not have one. In contrast, physicians per capita were not associated with the uptake of any of these services.
We conducted sensitivity analyses to test whether and how the availability of specialists such as podiatrists or eye doctors in county affected the receipt of annual foot or eye examinations. We found that adding one more eye doctor per 100 000 population in county was associated with about 0.5% increase in the uptake of annual eye examinations (data not shown). We did not find any significant association between the number of podiatrists per capita and the uptake of annual foot examination. More importantly, however, inclusion of either of these variables in the models did not substantially change the relative differences in the uptake of annual foot or eye examinations between county economic levels.
Because Medicare covers these three services with 20% copayment and deductibles, we estimated the same regressions shown in table 4 using only respondents aged 65 or older to examine whether Medicare payment policy on diabetes preventive care affected uptake of these services. We found significant disparities for annual foot examination among respondents in at-risk counties (OR=0.60; 95% CI 0.43 to 0.84) and for annual eye examination among those in distressed counties (OR=0.56; 95% CI 0.38 to 0.83) compared to respondents in competitive counties (see online supplementary table A3). Interestingly enough, 'cost barrier' was associated with 25-35% lower uptake of these services among this Medicare population.
CONCLUSIONS
Our results show that there were significant disparities in the uptake of preventive care services that require visits to health professionals, including annual foot examination, annual eye examination, two or more A1c tests per year and pneumococcal vaccination in the less affluent (distressed and at-risk) counties compared to competitive counties in the Appalachian region. However, they were not different from or often exceeded competitive counties in terms of self-care practices such as daily blood glucose check or daily foot check. Non-Appalachian counties were not different from competitive counties, except for daily foot check and pneumococcal vaccination.
After the differences in demographic composition in age, sex, race/ethnicity and marital status was adjusted, differences in annual foot and eye examinations persisted with patients in less affluent (distressed or at-risk) counties significantly less likely to use these services. After socioeconomic, health and access-to-care factors were additionally adjusted, disparities between county economic levels disappeared in all recommendations, except for annual foot examinations whose disparities between county economic levels could not be adequately explained with factors available in this study. To the best of our knowledge, this is the first study that examined diabetes preventive care usage in the Appalachian region. This is an area that suffers from some of the most extreme geographic disparities in health outcomes in the United States. 22 29 30 Diabetes preventive care usage is especially important for patients in this region because of the higher prevalence of diabetes 24 29 and poorer access to healthcare 20 compared to the rest of the country. Our results on self-care practices are not consistent with the 'fatalism' hypothesis that is often used as an explanation for health disparities for residents in the Appalachian region. [31] [32] [33] [34] Our data rather suggest that residents in the less affluent counties in Appalachia may have been practicing self-care as a compensatory behaviour for the lack of access to medical care.
A few previous studies examined disparities in the uptake of diabetes preventive care services. Persell et al Annual eye examination showed the largest disparities among county economic levels of all diabetes preventive services. Only about 60% and 63% took annual eye examinations in distressed and at-risk counties, respectively, compared to 74% in competitive counties. One of our notable findings is that the availability of eye doctors in county is significantly associated with the uptake of annual eye examinations. This can be explained by the fact that, unlike foot examinations that can be performed by any qualified health professionals, eye examinations tend to require visits to eye doctors such as ophthalmologists or optometrists who need to dilate pupils. This suggests that improving access is a key to reducing disparities in the uptake of annual eye examinations. Retinal photography performed by primary care physicians is recognised as an alternative to direct examination by the ADA 12 and the American Academy of Ophthalmology 37 and can be a viable option for improving the uptake of annual eye examinations for people residing in areas with poor access to eye specialists. Medicare currently reimburses only preventive eye examinations that include dilation of pupils by either ophthalmologists or optometrists. Among the factors that affected preventive care usage, routine check-up in the past 12 months was one of the variables with the largest effect on preventive care use. Individuals with a routine check-up in the past 12 months were 1.8-2.4 times more likely to receive care consistent with guideline recommendations for annual foot and eye examinations and A1c tests. Individuals with an annual routine check-up may have better health behaviour and naturally have higher likelihood of following preventive care recommendations. Routine check-up may also have been a venue for patients to be informed of their annual preventive care needs among other things. This may suggest that, even for individuals who do not have routine check-ups, annual wellness visits Medicare started to cover without copayment and deductibles since 2011 can be used to inform and activate patients regarding their diabetes preventive care recommendations.
Discrepancies in reported rates of A1c monitoring between poor and affluent counties were complicated by the increased 'Don't know/Not sure' and 'Never heard of A1c test' responses in distressed and at risk counties. These responses may illustrate the lower level of health literacy that likely parallels the education level for persons living in these counties. Inadequate evaluation for A1c and understanding of its significance is a substantial barrier for identifying the highest risk patients in this population.
Another noteworthy finding was that individuals who reported that cost was a barrier to medical care had 20- This was also true of individuals aged ≥65 years, which suggests that the 20% copayment itself may be a barrier. After the enactment of the Affordable Care Act, Medicare eliminated copayments for many preventive care services since 2011, but diabetes preventive services were not part of a long list of those services. Our findings on the cost barrier may suggest that Medicare coverage for diabetes preventive care services may need to be reconsidered. Our results show that demographic and socioeconomic differences between the economic levels were able to account for most of the differences in diabetes preventive recommendations other than annual foot examinations, annual eye examinations (for the elderly) and pneumococcal vaccination. For example, geographic accessibility to healthcare is often recognised as a significant factor in health disparities in Appalachia, but we could not adjust for this and do not know whether the disparities in the uptake of these three services would disappear with improved access to care in the less affluent counties.
This study has several limitations to consider when interpreting our results. First, BRFSS data are selfreported and so the uptake of these services may be affected by recall bias or other forms of response bias, including social desirability. Second, we did not have a more direct measure of access to medical care such as geographic distance to the nearest healthcare facility or physician office. Our measures of access to care that include physicians or specialists per capita and FHQC's in county may not be specific enough for measuring access to care. Finally, as noted above, the coding of 'Don't know/Not sure' and 'Never heard of A1c test' responses may have led to some patients being incorrectly categorised as not having received A1c tests as recommended by the ADA guidelines. The higher rate of these responses in distressed and at risk counties may have confounded comparisons between groups.
In conclusion, we found significant disparities in the uptake of annual foot and eye examinations as well as annual A1c tests between county economic levels in Appalachia, but no disparities in self-care practices such as daily A1c check or daily foot check. Improving access may reduce disparities in the uptake of annual eye examinations in Appalachia. 
